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Forms

This section has been designed to assist Insurance Coordinators in the completion of Health
Insurance Forms.

Insurance Coordinator’'s Responsibilities

Complete the shaded areas at the top of the application.

Verify the employee has completed all information.

Sign and date the last page of the application.

Mail the top copy of the completed application to the OPEHI's Enroliment
Information Branch (contact information provided on page ii).

Keep the employer copy for your file. The employee copy should be given to the
employee at the time of completion.
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If you have questions regarding completion of these forms,
contact OPEHI's Enrollment Information Branch.

If you need additional supplies,
contact OPEHI's Member Services Branch.
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Sample Health Insurance Application — Paq_e 1
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Completing the Health Insurance Application — Page 1

For complete details on completing each section of the application, refer to the instruction
sheet attached to the application.

1.

2.

10.

11.

The Insurance Coordinator must complete the shaded area of the application.
Indicate the reason for the application.

Ensure that the employee has entered the correct Social Security Number.
Verify that the employee has completed all demographic information.

An employee may only make one selection in this Section. He/she must select
coverage in his/her home county, work county or, if applicable, a contiguous
county. Refer to Section 1 for an explanation of contiguous county selection. If
the employee selects coverage in a contiguous county, he/she must indicate the
county in which he/she lives and works as well as the contiguous county name.

The employee must indicate level of coverage for which he/she is applying.
Ensure that the level of coverage selected corresponds with the information listed
on the dependent section of the application.

If both husband and wife are eligible for coverage in the Public Employee Health
Insurance Program, they may cross-reference. Refer to Section 1 for
requirements that must be met in order to qualify for cross-reference.

The employee must indicate coverage option.

The employee should indicate payment option. If no payment option is selected,
the payment option will default to twice-monthly.

The plan code determines the health insurance carrier and the plan type
(PPO/HMO/POS/EPO) selected by the employee. Verify that the employee
enters a valid three-digit plan code. A complete list of plan codes is provided in
the Health Insurance Handbook. Changes to a valid plan code will not be
permitted beyond the appropriate deadlines.

If the employee selects a plan that requires utilization of a Primary Care Physician,
employee must include the PCP number from the carrier’s provider directory.
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Sample Health Insurance Application — Page 2
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Completing the Health Insurance Application — Page 2

12.

13.

14.

15.

16.

17.

If the employee is completing the application as a result of a Qualifying Event,
he/she must indicate the type of Qualifying Event and enter the date of the event.
Attach documentation to the application.

If an employee had prior health insurance coverage, he/she must indicate such
coverage in this section.

If an employee chooses to waive health insurance coverage, he/she must
indicate that selection in this Section. If employee is eligible for a Flexible
Spending Account and desires to direct the employer contribution to a Health
Care Spending Account, he/she must complete the appropriate Flexible
Spending Account application.

The employee must sign and date the application. An application will not be
processed without this information.

The Insurance Coordinator must sign and date the application.

Ensure that the employee enters his/her correct Social Security Number.
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Sample Health Insurance Application — Page 3
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Completing the Health Insurance Application — Page 3

18. If an employee is applying for coverage for any court ordered dependent children,
the employee must enter the court ordered dependent child(ren) custodial parent
information in this section.

19. If the employee is selecting couple, family or parent plus coverage he/she must
include all dependent information. Ensure that this information corresponds with
the level of coverage selected on page one of the application.

20. Ensure that the employee enters his/her correct Social Security Number.
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Sample Health Insurance Update Form

COMMONWEALTH DOF KENTUCKY
PERSOMNEL CABIMET
QFFICE OF PUBLIC EMPLOYEE HEALTH INSURANCE
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2
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Completing the Health Insurance Update Form

1. The employee’s name and Social Security Number must be provided for any action
requested using this Form.

2. The Insurance Coordinator is required to complete the Company Number and the
Company Name for any action reported on this Form.

3. Indicate whether or not the employee participates in the Commonwealth Choice
program.

4. If the Health Insurance Update Form is being completed to report a termination,
please check Termination and provide the Date Employment Terminates & the
Date Insurance Terminates.

5. Reinstate
School Boards — any contracted employee who is terminated at the end of the
prior school year and is reinstated at the beginning of the new school year
should complete the Update Form and select Reinstate. He/she does not have
to complete a new health insurance application.
If a termination has been submitted incorrectly, the Insurance Coordinator
should use the Update Form to reinstate coverage.

6. If the Health Insurance Update Form is being completed to report a transfer, the
new company’s Insurance Coordinator must select Transfer and provide alll
requested information in this section.

7. If the Health Insurance Update form is being completed to report any other changes
(i.e. name change, address change, Social Security Number correction or date of
birth correction) check the appropriate box and complete the required information.

8. The employee must sign and date the Form, when applicable.

9. The Insurance Coordinator must sign and date the Form.
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The Health Insurance Update Form is used to report:

Terminations/Reinstatements

Agency Transfers

Demographic Changes

It is required that you submit the Update Form and
indicate the termination date for each employee who
actually terminates (not transfers) from your agency.
Include the employment termination date and the
insurance termination date. Also, use the form to
reinstate contract employees and correct termination
dates.

An employee transferring from one company number to

another must complete an Update Form. The insurance

coordinator at the new agency must sign this form.

- An employee who transfers without a break in
employment cannot change health insurance
coverage or waiver elections.

An employee who transfers is not allowed to change
his/her coverage elections without a Qualifying
Event unless the employee has been separated
from his/her previous employer for at least sixty-
three (63) calendar days.

An employee who needs to correct his/her Social
Security Number, name or date of birth should complete
an Update Form for such changes. In addition, if the
employee is reporting an address change, the new
county name must be provided, if applicable.

Mail the top copy of the Update form to the OPEHI’'s Enrollment Information
Branch. Keep the second copy in the employee’s file. Give the third copy to the

employee.

May 1, 2003
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Sample Transmittal Log
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Instructions for Completing the Transmittal Log

1. The Insurance Coordinator should complete the date the document(s) is mailed to
the OPEHI. The Company Number and Agency Name must be included.

2. The Insurance Coordinator should indicate the document type; last name of the
employee; and Social Security Number.

3. Upon receipt of the Transmittal Log and documents, OPEHI will indicate receipt, by
individual, of the type of document received and any comments, if applicable.

4, The OPEHI will:
confirm the date of receipt;

indicate the documents received; and
return appropriate copy of the Transmittal Log to the Insurance Coordinator.
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